are produced in other glands, and at operations on these patients chronic pancreatitis is found to exist; in many cases cholecystitis is present also, and gall-stones are very often found.
There can be few diseases in which the symptoms and signs are more definite or more constant, and yet this condition of intestinal stasis was not recognized or Diagram to illustrate the normal duodenum and jejunum (firm line) and the dilated duodenum and pendulous jejunum (dotted line) due to kinking, at the duodeno-jejunal junction, by the sharp lower margin of a peritoneal fold. indicated by the point X. The distension of the duodenum is most marked in its first part, where it is least supported, and has a complete peritoneal covering. It is in this part that inflammatory changes are set up in consequence of the abnormal distension. Py., pylorus; a, b, c, first, second and third parts of the duodenum. J., J.', jejunum in its normal and in its pendulous position. described it; and it is to his accurate and thoughtful observations that we owe our present knowledge of the causes, symptoms, and treatment of intestinal stasis. Mr. Lane has described the anatomical changes. that lead to the disease, and the secondary effects that follow.' It is in this part of the work that I have been able to bring the resources of radiography to his aid by obtaining upon the fluorescent screen, and upon photographic plates, actual irrefutable ocular evidence of the reality of the changes under consideration.
All mammalian animals retain ftecal matter in the large bowel, and are subject to some amount of intestinal absorption. In the view of Metchnikoff this absorption of toxins causes changes which shorten their lives. Stomach and duodenum after a bismuth meal showing a spasmodic hourglass constriction of the stomach, and delayed passage through the duodenum. C., P., cardiac and pyloric portions of the stomach, separated by a spasmodic constriction at S. a, b, c, first, second and third parts of the duodenum. U., umbilicus, marked by a penny.
EFFECTS OF THE UPRIGHT POSTURE.
In the human subject the position of the abdominal viscera is altered fundamentally by his adoption of the upright posture. Man gained enormous advantages thereby, but as usual it carried with it certain disabilities, and one of the greatest of these is due to the tendency of these parts to drop is well known. The name "visceroptosis " is often used to denote the fact that the viscera (or some' of them) are dropped: in this sense there is no harm in using the word, though it is a clumsy word, and is not needed. Unfortunately it is often used to designate other conditions supposed to be associated with dropping of the viscera; more particularly weakness of the muscles of the abdominal wall, with bulging of the lower part of the abdomen. Fig. 3 . Stomach and duodenum seven hours after a bismuth meal, showing an early stage of kinking at the duodeno-jejunal junction. Note the jejunum passing vertically downward at its commencement. At the time of taking this skiagram a quantity of bismuth had passed through to the hepatic flexure.
The delay in the stomach and duodenum is due solely to the duodeno-jejunal kinking; a, b, c, first, second and third parts of the duodenum; Jej., jejunum, Py., pylorus; H.F., hepatic flexure; U., umbilicus, marked by a penny. junction. The duodenum is distended. It was seen to be contracting actively against the obstruction produced by the kink. a, b, c, first, second and third parts of the duodenum; Py., pylorus. Now I find that in many of the most extreme cases of dropping of the viscera there is absolutely no tendency for the abdomen to be prominent in its lower part; the abdomen is perfectly flat when the patient stands. When flatulence is severe there may be some general prominence of the abdomen. Hence it is better to refer to the condition as " dropping " of the particular viscera concerned.
ANATOMICAL CHANGES ACCOMPANYING DROPPING OF THE VISCERA.
To Mr. W. Arbuthnot Lane we are indebted for demonstrating and explaining the mechanism of the changes brought about by the dropping FIG. 5 .
The long dropped stomach and the duodenum in a case of suspected duodenal ulcer, examined on the couch .after a bismuth meal. The behaviour of the duodenum was similar to that in fig. 6 , though less extreme. C., P., cardiac and pyloric portions of the stomach; Py., pylorus; a, b, c, first, second and third parts of the duodenum; Cr., crest of ilium. of the viscera.' When the viscera begin to drop they exert a drag upon the mesentery; this results in the formation of thickened bands in the mesentery. These bands become so thick and strong in certain ' Surg., Gyncecol., and Obstet., Chicago, 1910, xi, pp. 495-500 . cases and in certain parts as to form supplementary mesenteries, which support the bowel and tend to prevent the dropping. These " adhesions" are entirely non-inflammatory in origin; they are brought into being as the direct result of preternatural strain, just as in certain FIG. 7. Stomach and duodenum in a case of cicatricial hour-glass constriction of the stomach. An isolated pouch (H) and the pyloric portion (P) still contained bismuth, and the duodenum was seen to be contracting actively against an obstruction due to kinking at the duodeno-jejunal junction (confirmed by operation). a, b, c, first, second and third parts of the duodenum; U., umbilicus, marked by a penny. handicrafts abnormnal thickenings and spurs of bone arise, and give additional strength to parts which are too weak to stand the unnatural strain put upon them.
Kinzks.
If these adhesions were equally strong in all parts, the viscera would be held up uniformly, and all would be well. Unfortunately they are often strong in some places, weak or absent in others; con-
Dilated duodenum with partial obstruction due to kinkiDg at the duodenojejunal junction. a, b, c, first, second and third parts of the duodenum. U., umbilicus, miarked by a penny; Cr., crest of ilium (confirmed by operation). sequently the bowel is held up by them at certain points, and kinks are produced which lead to some degree of obstruction. In severe cases the obstruction is extreme.
The Duodenumn.
There are certain points at which these kinks are specially liable to occur when the bowel drops. Following along the digestive canal from the stomach, the first of these is met with in the third part of the duodenum, at the commencement of the jejunum. There is normally at this point a peritoneal band fixing the end of the duodenum: this band is apt to become thickened ( fig. 1 ). In normal cases the jejunum continues in the line of the duodenum; in the subjects of intestinal stasis, however, the jejunum is frequently dragged down vertically, an abrupt kink FIG. 9. FIG. 10. Fig. 9 .-Horseshoe loops of ileum. Taken ten hours after a bismuth mlieal. The loops were slightly fixed at two points. (Loose adhesions were found at the subsequent operation.) U., umbilicus. being produced. I have described this condition fully elsewhere,' but further experience has extended our knowledge of this duodenal kinking, and has shown us that it is scarcely ever the primary abnormality. It is secondary to dropping of other viscera, more particularly of the lower end of the ileum. In healthy persons a bismuth meal passes through the upper parts of the small intestine at a rapid rate; it can be watched running round the coils. At the lower end, however, it encounters the ileo-ceecal valve, and progress here is very much slower: hence the bismuth collects at the lower end of the ileum in a group of coils normally placed above the pelvis. These coils are very liable to drop into the pelvis (see figs. 10, 11, 12, 15, 18, 19 and 21) . The heavy end-coils of the ileum then drag upon their mesentery, and exert a downward pull which involves the whole of the small intestine, and causes a downward drag upon the commencement of the jejunum, resulting in duodenal obstruction. This is no mere theory or fanciful explanation; I have repeatedly diagnosed the condition beforehand (see figs. 2 and 3), and subsequently seen it confirmed at operation. I have seen the distended, congested duodenum held in a grip at its termination, and the jejunum hanging down vertically at its commencement; and in some cases rotated upon its axis, the obstruction being thus increased by torsion of the jejunum. This duodenal obstruction is not a permanent condition; in.slight cases (fig. 2) it is relieved at once when the patient lies down. It is worst when the patient is compelled to remain upright for long periods, and when he is, fQr any reason, in an exhausted condition. The mechanical consequences of the kinking are very obvious when they are looked for. The first result is distension (figs. 4, 5, 6, and 8) . This is greatest in the first part of the duodenum-the part which is unsupported, and has a complete peritoneal covering. The next result is congestion; later, ulceration occurs in the congested mucous menbrane. At operations for intestinal stasis, if the duodenum be examined, it is nearly always found to show well-defined evidence of congestion; it is full, even distended, thick, red, and prominent. These appearances FIG. 13. Ileal stasis, in a girl, aged 13. Taken ten hours after a bismuth mieal. (In the same subject as figs. 23 and 26.) U. umbilicus. are seen even in patients who have never had symptom-s referable to the duodenum ( fig. 7 ). .Very often, however, the symptoms have been severe; there has been great pain which has often been most persistent, and there has been vomiting. The pain is often severe long before the congestion of the duodenum has gone on to the formation of an ulcer. Pronounced radiographic evidence of duodenal obstruction due to kinking may be obtained in most cases before operation. It is necessary to bear in mind, however, that the kinking is intermittent; it is most severe when the patient is at his worst, as when he has been at prolonged hard work in the upright posture. The obstruction passes off after the patient has been kept in bed for some days, except FIG. 14. Ileal stasis, in a woman, aged 40, taken thirty-seven hours after a bismuth meal. After eighty-five hours there was still some bismuth in the end of the ileum. Very severe symptoms (as described on p. 36) cured by the operation of " short-circuiting." U., umbilicus.
FIG. 15.
Ileal kink, in a man, aged 71. Taken twenty-four hours after a bismuth meal. Showing a long, terminal coil of the ileum, hitched up for the upper three inches and obstructed in the last inch (confirmed by operation, and the patient cured). A duodenal ulcer was found at the operation. U., umbilicus. in' severe cases, when it may persist for a week or more. The method of carrying out the examinations was described by me in the paper to which I have already made reference (loc. cit.).
The Ileum.
We have now to consider the changes that occur in intestinal stasis at the lower end of the ileum. I have already given an account of these1; further experience has fully borne out the results there described, and has enabled me to advance greatly in accuracy of diagnosis. I have now examined a large number of patients, and have subsequently been present at the operation and been able to see the actual condition of the parts, so that, as with the duodenum, there is now no room for doubt as to the reality of the anatomical changes first described by I" Lane's Ileal Kink," Practitioner, 1911, lxxxvi, pp. 567-76. 
Electro-Therapeuttical Section
Mr. Lane, and now found repeatedly by all surgeons who look for them.'
The dropping of the lower coils of the ileum has been described already; it leads to considerable delay in the emptying of the contents of the ileum into the ceecum, especially while the patient's body is erect. A long terminal coil of the ileum rises almost vertically to the ileo- cLecal entrance (figs. 10, 11, 12, 15, 17, 18, 19 and 21) . This long coil is present in many cases, and leads to a varying amount of delay; in the slight cases it is freely movable (figs. 10, 19 and 21), and pressure upon it with the fingers (while the patient is recumbent) may cause no pain.
In other cases there is definite tenderness to pressure at one or more points, the most usual being at the point where it crosses the pelvic brim or at the ileo-cfecal entrance. If there is a fixed point along the terminal coil of the ileum, this point is usually tender also (figs. 11, 12, 15 and 18) .
The discovery of a fixed point can be made with great accuracy by means of the fluorescent screen while there is bismuth in the long terminal coil of the ileum; a fixed point here is of the greatest im- Taken ten and a half hours after a bismuth meal in a lady, aged 51. The long terminal coil of the ileum is pulling upon its mesentery, but is not fixed or kinked. portance, for it indicates the presence, in the particular patient, of a " Lane's Ileal Kink." The fixity is demonstrable in three ways: Firstly, by observing the movements accompanying deep respiration, when the caecum is seen to move freely up and down, taking with it the end of the ileum as far as this is free, while the fixed point retains its position unchanged. Secondly, by pressure with the fingers (wearing protective gloves), when the part above and below the fixed point may be moved, but the deepest pressure fails to move the fixed point, Thirdly, by an examination in the upright posture, when the cacum will fall into (or at any rate toward) the pelvis, leaving the fixed point of the ileum tied up. It is in the upright posture that the effect of an ileal kink is most severe, the two portions of the terminal coil, above and below the kink, hanging down vertically, and producing extreme obstruction in severe cases ( fig. 18 ). Individual cases show great variety in the form of the terminal coil, and the position, of the kink (see figs. 9 to 21). The ileum may be held up at more than one point along the terminal coil ( fig. 15 ); again, it may be grasped so securely and tightly as to produce permanent obstruction, even in the recumbent posture ( fig. 15 ). The obstruction may be so extreme as to lead to great dilatation of the end of the ileum, which may actually exceed the cecum and ascending colon in diameter ( fig. 16 ).
The corkscrew formation sometimes shown by the lower portion of D 11
the long terminal coil of the ileum is evidence of the manner in which this coil is pulling upon its mesentery ( fig. 17 ). As a result of the stasis in the ileum, bacteria, normally confined to the large intestine, ascend the ileum, giving rise to decomposition of its contents. Thislis evidenced in the upper parts of the small bowel as pancreatitis and cholecystitis, and the unpleasant breath of these patients bears further testimony to the bacterial invasion of the upper regions of the intestinal tract.
The Appendix.
The appendix is often involved in the newly formed bands that arise in the ileo-caecal region. It may be held at one point so that when the patient stands and the caecum drops the appendix is hitched up at the fixed point and obstructed. Distension of the distal portion of the appendix then occurs, and inflammation follows. It is obvious to anyone who approaches the subject without prejudice that the "adhesions" frequently found in the neighbourhood of the appendix cannot be inflammatory in origin; they are often disposed in sheets, and the fingers can then 'be inserted between the mesentery proper and these adventitious nmesenteries. It is certain that the primary disorder is the kinking of the appendix by these newly formed bands; the appendicitis is a consequence of the kinking.
As already stated, the tender spot in the right iliac fossa is usually localized accurately to some point along the end-coil of the ileum; it has nothing to do with the appendix. In a good many cases one is able to go further, for a little bismuth is found to have entered the appendix. In such cases direct pressure can be brought to bear (by means of the fingers) upon the appendix, and the absence of tenderness of this organ can thus be confirmed (figs. 21 and 23). Conversely, the discovery of a tender appendix is important, while fixity of the appendix, disclosed in this manner, may also be of consequence.
Ileal Stasis.
I have stated already that considerable delay in the passage of the intestinal' contents from the ileum to the caecum is produced by the falling into the pelvis of the lower coils of the ileum, leaving a long terminal coil rising to the caecum. The delay thus brought about is independent of kinking, and may be great, especially in the upright Taken one hundred and two hours after a bismuth meal, in a man, aged 36, showing extreme stasis in the transverse colon, which is greatly elongated and dropped. The hepatic flexure does not rise as high as the iliac crest. Trans., transverse colon; Rect., rectum; U., umbilicus.
FIG. 23.
Taken thirty-four hours after a bismuth meal in a girl, aged 13 (the same subject as figs. 13 and 26), showing sta3is with marked dropping of the transverse colon. The appendix is also shown.
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All posture. The delay is greatest in feeble subjects, and in them, even in the supine posture, there is often the greatest difficulty in the way of the passage of the contents from the ileum to the caecum; they are unable to surmount the obstacle formed by the promontory of the sacrum and the pelvic brim (figs. 13 and 14).
The Hepatic Flexure. The next part of the intestine at which obstruction by bands is liable to occur is in the region of the hepatic flexure and just beyond, in the first part of the transverse colon, where bands sometimes arise, running from the under-surface of the liver down to the transverse colon. This is much less common than in the cecal region, but when bands occur at the commencement of the transverse colon they may produce great obstruction. The contents of this part of the bowel are solid; hence the effect of a slight diminution of the calibre of the gut is far greater than in the case of the small intestine ( fig. 20 ). If torsion of the bowel behind the fixed part occur, the condition known as " volvulus" will be brought about.
The Splen,ic Flexure. The splenic flexure is normally fixed below the diaphragm by the costo-colic ligament; this is always a strong band, and it keeps the splenic flexure in place even when the ascending and transverse colon are dropped so that the hepatic flexure does not rise above the iliac crest, while the transverse colon hangs in a great loop, the middle of which occupies the pelvis in company with the dropped caecum, the dropped great curvature of the stomach, the dropped lower coils of the ileum, the sigmoid flexure and the rectum, all pressing upon the pelvic organs proper ( fig. 22 ). In such a case there is a very long rise from the lowest part of the transverse colon to the splenic flexure and, especially in the upright posture, feces may be retained for days in the transverse colon.
The Sigmoid Loop.
The sigmoid loop is very frequently the seat of abnormal bands or adhesions in the peritoneum; they pass down to the outer surface of the meso-sigmoid. In some cases they bind down the whole of the sigmoid, which then takes a short, straight course from the iliac crest obliquely downward and inward to the rectum. This state of affairs is favourable to the patient unless the tube be actually narrowed by pressure of the peritoneal bands upon it; narrowing in this region causes obstruction, and diverticula may be produced, communicating with the narrowed central lumen of the sigmoid ( fig. 24 ). In other cases only the ends of the sigmoid loop are fixed by bands close together, the loop itself being free, and projecting into the false pelvis. Thus two kinks are produced, the lower of which is a very sharp one and may cause great obstruction. This obstruction leads to lengthening of the loop and renders it very liable to the occurrence of volvulus. The most severe case of volvulus I ever saw was found, at operation, to be produced in this way. Taken twenty hours after a bismuth meal in a man, aged 54, showing the short, straightlIsigmoid tied down, and its lumen narrowed by adhesions, and numerous diverticula communicating with the central lumen (confirmed by operation, and the patient cured). U., umbilicus.
In other cases the upper part only of the sigmoid loop is fixed down; the lower part then runs without separation into the rectumi, formiing a long miobile tube in the pelvis ( fig. 25 ).
Th-e Rectumi.
An elongated S-looped rectum is not uncomm-on in the subjects of intestinal stasis, more especially in children ( fig. 26 ), and it is clear that in efforts to def,-acate the pressure brought to bear upon the abdomen by the abdominal muscles and diaphragm is in the long axis of the body, and is hence at right angles to the length of the loops of the rectum. The effect of such efforts is to press the loops closer together, and increase the lateral elongation. Thus the condition becomes steadily worse; an enormously capacious rectum is produced, which is continuously packed with fa.ces. There may be a full-sized motion daily, but only a small portion of the rectum at the lower end is evacuated thereby, leaving by far the greater part of the faeces to stagnate and to poison the system (see fig. 26 ). The results of this poisoning are very serious, especially in children, whose vitality and resistance to micro-organisms are thus lowered so that they are rendered very liable to tuberculous disease. It is a suggestive fact that children suffering from tuberculous disease of the bones or joints are always found to have an elongated rectum. This is yet another fact which I have often been able to ascertain by the X-rays in the first case, and subsequently seen confirmed at operation.
TREATMENT.
We have seen that the anatomical changes found in intestinal stasis affect every part of the intestinal tract, and that in most cases several parts are affected, though to a varying extent. Obviously the treatment will depend on the degree of affection of the various parts in the individual case.
To take an example: A patient may have symptomns pointing to the presence of a duodenal ulcer. The X-ray examination may provide indisputable evidence of the presence of duodenal kinking (and I have found such evidence very often in patients with symptoms pointing to duodenal ulcer (e.g., figs. 3, 4, 5, 6 and 8). So far the clinical diagnosis has been confirmed, for duodenal kinking, as already explained, is very likely to lead to a duodenal ulcer. We must not rest here, however; we must follow the bismuth meal further, and we shall find in every case some degree of kinking or static obstruction at the lower end of the ileum. We may find very definite obstruction in this region; it becomes clear at once, therefore, that the mere treatment (whether medical or surgical) of the duodenal affection would not be a rational procedure. In following the bismuth meal still further, through the large intestine, we are likely to find further evidence of stasis, possibly of very severe stasis. Hence it is clear that we are never wise in applying treatment for the cure of duodenal ulcer until Electro-Therapeu tical Section we have investigated the entire alimentary canal. As a matter of fact, the duodenum is the only portion of the alimentary canal that is never affected singly.
Gastro-jejunostomy.
Hence the operation of gastro-jejunostomy for the cure of duodenal ulcer is not rational; this operation should be reserved for cases of FIG. 25. Taken eighty hours after a bismuth meal in a woman, aged 46, showing marked stasis in the large bowel, and a greatly elongated sigmoid andl rectum.
There was also stasis, exceeding forty hours in duration, in the end of the ileum, much as in fig. 14. A remarkable cure was achieved by the operation of " shortcircuiting. " actual organic stenosis of the pylorus or duodenum. I have now seen a large number of patients at various periods after having gastrojejunostomy performed for the cure of duodenal ulcer. No doubt many patients have obtained great relief from the operation, but it must be remembered that duodenal ulcer is a very readily curable condition, three weeks' rest in bed sufficing, as a rule, to effect a cure. Thus the recumbency necessitated by the operation would be expected to permit of the cure of the duodenal ulcer even though no new opening had been made from the stomach into the jejunum. It is true that duodenal tilceration is very apt to recur when the patient returns to his ordinary occupations, and this is frequently the reason for which patients consent to an operation. In the cases, few in number, in which the duodenum is the most serious point of obstruction, the result of gastro-jejunostomy mnay be permanently satisfactory, although the patients are for ever deprived of a great part of their gastric digestion. The fact should be hIG. 26.
Elongated and dilated S-looped rectum in a girl, aged 13 (same subject as figs. 13 and 23), taken fifty-eight hours after a bismuth meal. There was an evacuation every day or two, but only a small portion of the rectal contents was eliminated at a time. The portion marked off by a dotted line represents a goodsized motion. borne in mind that the operation of gastro-jejunostomy would be expected to do good by holding up the jejunum in such a position as to prevent the occurrence of kinking at the duodeno-jejunal junction for ever after. This good effect is procured quite independently of the making of a new opening between the stomach and the jejunum; it is a benefit bestowed by accident.
In a great many cases, however, the relief obtained by gastrojejunostomy is merely temporary, not much greater, in fact, than would be obtained by simple rest in bed on a milk diet. I have now examined a considerable number of patients in whom the operation of gastrojejunostomy had been skilfully performed by eminent surgeons, but intestinal trouble still existed, or had returned after apparent cure. The symptoms complained of are varied; all have pain, many have vomiting, and the vomit usually contains bile and is very distressing; most exhibit all the signs and symptoms of intestinal stasis. An X-ray examination in such cases shows various conditions. In most the bismuth meal finds its way out through the new opening at a rapid rate, FIG. 27. Skiagram of a -vicious circle" following gastro-jejunostomy, showing the course taken by a bismuth meal from the pylorus through the duodenum, and back again into the stomach by way of the gastro-jejunaostomy opening. The operation had been performed eight months previougly for the cure of a duodenal ulcer, but the patient, after a brief period of relief, had so much pain and vomiting of bile that the surgeon (after the X-ray diagnosis) reopened the abdomen and closed up the gastro-jejunostomy opening (see p. 33). a, first part of the duodenum, U., umbilicus; Py., pylorus. so-that nearly the whole of it has left the stomach within half an hour, provided the patient remain upright.
Vicious Ci-cle."
In a certain number of cases a "vicious circle " is produced, the bismuth leaving the stomach by the pylorus and returning once more by the new opening, carrying with it a large quantity of bile. This is vomited with great pain and distress to the patient ( fig. 27 ). With a view to avoiding the possible creation of a, "vicious circle " some surgeons now actually close the pyloric aperture by a process of invagination at the time of performing the gastro-jejunostomy. In other words, they first create a pyloric stenosis and then proceed to cure it by a gastro-jejunostomy. Observing these cases subsequently by the fluorescent screen after a bismuth meal I have often found that while some of the meal passes out by the new opening, a portion is carried on by the powerful peristaltic contractions of the stomach beyond the new opening, and is seen to beat against the pylorus, which has become bulbous in form from the pressure of the gastric contents. The reason these patients are sent for an X-ray examination is pain; and there is no possible doubt but that the pain is due to pressure upon the closed pylorus.
The conclusion-the only rational one that can be formed-is that the operation of gastro-jejunostomy should only be performed for the treatment of actual gastric or duodenal stenosis, but not for duodenal ulcer, unless in the rare cases in which a series of X-ray examinations, properly carried out, has demonstrated the absence of any marked kinking or stasis in the lower parts of the intestinal tract. Now these are the very cases in which duodenal ulcer yields readily to simple medical means with rest in bed, and ordinary precautions suffice to prevent a relapse.
Radical Cure of Intestinial Stasis. In the more usual case in which the presence of an ileal kink can be demonstrated, the operation of gastro-jejunostomy can do no lasting good; and the same is true of the cases in which there is well-marked stasis in some or all parts of the large intestine. In these cases surgical treatment, to be rational, must be directed to the cure of the intestinal stasis. This is accomplished by the operation of " short-circuiting " which consists in dividing the ileum near its lower end, and making an anastomosis between this divided end and the upper part of the rectum. By this means the whole of the stasis due to the ileal kink and the large bowel is abolished. The operation, if skilfully performed, is no more risky than other abdomninal operations (such as posterior gastro-jejunostomy). The enforced recumbency is sufficiently prolonged to enable the duodenal ulceration to heal, and when the patient resumes his ordinary life there is no longer any drag upon the jejunum leading to kinking at the duodeno-jejunal junction. I have seen patients in whom the symptoms of duodenal trouble were very well marked make a complete and lasting recovery as the result of the operation of making an anastomosis between the ileum and the rectum. The duodenum was not touched at the operation, but it was carefully examined, and found to be distended and congested. In one case there was a well-marked duodenal ulcer. Taken nine hours after a biniuth meal in a case of severe intestinal stasis, cured by the operation of " short-circuiting." The whole of the bismuth is in the rectum, proving that all intestinal stasis has been abolished.
The operation of making an anastomosis between the ileum (near its lower end) and the rectum is the best procedure in all severe cases of intestinal stasis which fail to yield to less radical treatment. The operation has been carefully described,' and I need only draw attention I Harold Chapple, Brit. Med. Jo67rn., 1911, i, pp. 915-22. to a few points: Where definite kinks are found, due to fibrous bands, the surgeon is often tempted to content himself with their mere division (this was done in figs. 15 and 16). Experience shows, however, that this is rarely sufficient; the adhesions are apt to re-form, and the symptoms return. In making the anastomosis the end of the divided ileum is sutured into the side of the rectum. It is important to make the anastomosis as near the end of the rectum as practicable; at any rate below the last of the sigmoid kinks described above. If the new opening were made above the sigmoid kink there would be obstruction, and a cure would not be effected. Frequently the temptation is great to clamp the prominent loop of the sigmoid which presents itself in the left iliac fossa (fig. 25 ), and to suture the ileum into it; this should not be done on any account. With the anastomosis properly made into the rectum, the sigmoid kink, when present, is of great use in preventing the possibility of the ileal contents flowing back into the descending colon, and giving rise to flatulent distension.
AFTER-RESULTS.
The results of the operation on the intestinal stasis are very striking. All abdominal pain is abolished; the constipation is relieved; the headache and other aches leave off; a good appetite replaces the nausea; from a state of depression the patients become bright and cheerful; the staining of the skin clears up; the breasts return to their healthy state. A woman, aged 46, was recently admitted to Guy's Hospital to have both breasts removed for supposed cancer; there was extreme cystic disease of the sort which commonly becomes cancerous. The X-ray examinations revealed the existence of severe intestinal stasis (figs. 14 and 25) . Within a week after the intestinal operation the breasts began to improve, and by the end of three weeks they were practically normal; the woman was greatly improved in all other respects; she had begun to gain in weight. This gain in weight occurs in all cases; the circulation improves, so that the extremities are found to be warm, and the patients begin to enjoy life again. During the X-ray examinations that precede the operation patients frequently tell me they have lost all desire to live, so extreme is the depression produced by intestinal stasis. A careful study of a number of these patients before and after operation has been published by Mr. Harold Chapple (loc. cit.). After recovery from the operation a bismuth meal passes through, and is all collected in the rectum by the end of seven or eight hours, proving that all intestinal stasis has been abolished ( fig. 26 ).
I trust I have succeeded in showing that intestinal stasis is a most important disease, in the diagnosis of which radiography is of the greatest assistance by affording evidence, which is positive and beyond dispute, of the existence and the position of the obstructions in the intestines which form the subject of this paper. The condition can now be accurately diagnosed beforehand by radiography, and the accuracy of the diagnosis afterwards tested by operation. Obviously this means of diagnosis is of the greatest value.
DISCUSSION.
Dr. HERTZ said he had been much interested in Dr. Jordan's paper and the excellent pictures he had shown. But the chief impression he had gained from hearing it and seeing the pictures was that a great deal more work was yet required on the subject, because he had been working at the subject for a long time, and his conclusions were, in almost every detail, opposed to those of Dr. Jordan. Dr. Jordan said that constipation was merely one, and apparently not an essential, symptom of chronic intestinal stasis. But he (the speaker) did not know what chronic intestinal stasis was unless there was constipation, for surely intestinal stasis meant constipation, in which case there was no need of a new term to describe the same condition; one might just as well say that chronic intestinal stasis was a symptom of constipation. Many of the other symptoms of intestinal stasis which Dr. Jordan had mentioned Dr. Hertz regarded not as symptoms but as causes of constipation. For instance, a poor appetite was a common cause of constipation; people who ate too little naturally formed too little faeces, and without the stimulus of bulky feces there was a sluggish action of the intestine. Chronic -abdominal pain, whatever its cause, tended to produce a reflex inhibition of the intestinal movements, and the result was constipation. He did not say that constipation might not produce pain, but it was comparatively rare for it to do so. Dr. Jordan had also spoken at length about the influence of the erect posture. But practically everybody lived nearly all their life in the erect posture; therefore, if that posture was a factor in the production of chronic intestinal stasis, why had not everybody got chronic intestinal stasis? As a matter of fact, constipation was almost always a symptom when an individual had for any reason to remain in the horizontal position for a prolonged period. With regard to the position of the colon, many of the severest cases of constipation which he had seen were in people whose colon was in the normal position, and many of the severest cases of ptosis were in people who had no intestinal symptoms or stasis. Some time ago Dr. C. J. Morton examined some twenty normal students at Guy's with him, and it was found that a considerable number of them had their colon quite as low as those illustrated in the pictures shown by Dr. Jordan, yet they were absolutely healthy men, and none of them had ever had constipation or symptoms of " chronic intestinal stasis." He thought that, as a rule, when severe ptosis of the colon was associated with constipation both were due to the same thing-i.e., weak abdominal muscles, which resulted in ptosis, and also made defaecation difficult. He agreed, however, with Dr. Jordan that there might be ptosis of individual organs without weak abdominal muscles. With regard to the " duodenal kink," ever since he had first heard of it he had looked out for it, but he had not yet seen it. He hoped, however, that Dr. Jordan would have an opportunity of showing it to him: he was openi to conviction on the matter. But what he felt he would not readily be convinced about was that the duodenal kink could have the remotest connexion with duodenal ulcer. He had examined some twenty-five cases of duodenal ulcer by means of the X-rays, and the characteristic feature in every case was the absence of ptosis. If one saw a stomach which wvas high, in which the greater curvature was an inch or more above the umbilicus in the vertical position, very likely the patient had a duodenal ulcer. One never found, in uncomplicated ulcer, the smallest degree of kinking of the duodenum; the rapid way in which the bismuth passed through the duodenum into the jejunum in these cases being most striking. In cases of gall-stones one sometimes found a similar but less marked condition of hypertonus.
In these cases the shadow of the duodenum was exceptionally obvious because of the rapid evacuation of the stomach; perhaps this unusually dark duodenal shadow had led to the idea of obstruction, as the shadow of the distal part of the duodenum as well as the jejunum was much less obvious than the proximal part of the duodenum, owing to the dilution of the bismuth-containing chyme with the mixture of succus entericus, bile and pancreatic juice. He was much struck by the fact that when Dr. Jordan wished to demonstrate the duodenal kink, which was said to be the result of ptosis, he placed the patient on a couch, although in that position the obstruction was supposed to disappear. In regard to the ileal kink, he had seen it in a number of patients, but the only kind of case in which it had produced symptoms and in which it was a serious matter, was that in which the patient had had acute or chronic appendicitis. He thought most people would agree with the commonly accepted view that adhesions round an appendix that had been inflamed were due to appendicitis, and that the presence of adhesions round an acutely inflamed appendix was evidence of a previous attack and not, as Dr. Jordan had suggested, that the appendicitis was due to adhesions of a non-inflammatory region. The shadow of the end of the ileum was always more obvious than the rest of the small intestine, because of the ileo-caecal sphincter. In some cases of constipation inhibition of the intestinal movements was associated with insufficient relaxation of the sphincter. That was one cause of the slight delay sometimes seen in the end of the ileum, but in simple constipation the delay was never well marked. In Dr. Jordan's skiagrams it was remarkable how the shadow was as wide and as dark in the part immediately distal to the so-called kink as it was in the part proximal to it; this showed that the kink could not have led to much stasis. Moreover, the contents of the ileum were always fluid, so that any slight kinking there could be only of very small importance. With regard to operation in these conditions, he thought everyone would admit that a gastro-enterostomy performed for duodenal ulcer was one of the most successful operations conceivable. Mr. Moynihan, who had perhaps done that operation more often than anyone else, found t,hat the recurrence of symptoms after operations was extraordinarily rare, and that, moreover, the constipation previously present disappeared. If he were to look for ileal kinks and divide them when present Dr. Hertz thought that the mortality would be distinctly increased without improving the results. He had made a post-mortem examination on a case of duodenal ulcer, in which death occurred from peritonitis, the result of dividing adhesions in the right iliac fossa in addition to doing the gastro-enterostomy required for the ulcer. The operation for gall-stones also was a most successful one if all the stones were removed and the gall-bladder drained, and it was not necessary to divide ileal kinks even if they were found to be present. At the end of a series Dr. Jordan showed some pictures in which the bismuth had collected in the rectum. That was the condition which he (Dr. Hertz) described a long time ago as dyschezia. All the delay which caused the constipation was in the rectum, and the primary condition was difficulty in defaecation; there was no intestinal stasis at all. If one increased the power of the abdominal muscles and kept the rectum empty by means of enemata, these patients got well, as the dilatation and lengthening of the rectum were simply due to the inability to empty it. He did not wish to depreciate Dr. Jordan's valuable work on this subject, and doubtless was wrong in some of his points, but he was convinced that Dr. Jordan would require to reconsider many of his statements.
Dr.
A. E. BARCLAY said that he had listened with great interest to Dr.
Jordan's paper and wished to thank him for the many suggestive points he had demonstrated. He had come to the meeting prepared to be convinced, but after hearing Dr. Jordan's explanations of his radiographs he had come to the conclusion that differences in technique were accountable for the discrepancy which occurred between his own results and those of the author. In his own observations, which extended over about 1,800 examinations of between 700 and 800 cases, he had only once met with obstruction at the duodeno-jejunal flexure and was driven to the conclusion that Dr. Jordan's methods tended to produce the results he described and that they would not be observed unless special methods were used. In this one case the crowding of the food into the distended duodenum was exactly as Dr. Jordan had described, but as the patient did not submit to operation the cause of it was not ascertained. He had come to the conclusion that it was not normal to see food passing through the duodenum by means of the fluorescent screen, and when he did observe a definite bolus either lodged in or passing through the duodenum he found that an operation in such cases showed the presence of some abnormality in the region of the duodenum, such as duodenal ulceration, gall-bladder trouble, adhesions, carcinoma, or an inflamed appendix. Any of these conditions seemed to bring about an abnormal intermittent relaxation of pyloric spasm, and he could well imagine that if special methods were used for getting the shadow of the stomach out of the way, an appearance of obstruction might be produced, although by the straightforward bismuth method no suggestion of obstruction was observed. Some of Dr. Jordan's cases of obstruction at the lower end of the intestine were convincing, but in others he could not reconcile the appearances with the presence of actual obstruction, as the shadow of the bismuth was just as dense on the distal as on the proximal side of the alleged obstruction. The splenic flexure always looked as if it must be kinked unless the patient was turned sideways. In one case-a case of spasmodic cesophageal obstruction-he had observed " Holzknecht's phenomenon" of movement of the contents of the large intestine en mlasse. The bismuth shadow outlined the colon from the cmcum to a point about 6 in. from the splenic flexure, and suddenly, as quickly as the eye could follow it, the shadow moved on round the splenic flexure and about 6 in. down the descending colon. On examining the flexure carefully it looked as if there must be a kink, but the fact that the solid faeces rushed round in this rapid manner was definite proof that there was no obstruction, although the appearance of kinking was seen upon the fluorescent screen. He quite agreed with Dr. Hertz as to the condition depicted in a radiograph showing a distended sigmoid. It seemed to him probable that the case was simply one of inefficient defecation that had led to dilatation. He again desired to thank Dr. Jordan for his paper, and although he had expressed disagreement with certain points, he realized the importance of the work and hoped that further experience would disprove his own scepticism in the matter.
Dr. E. S. WORRALL said there was an anatomical point which struck him and which he hoped Dr. Jordan would explain. In the pictures he had shown, the part which was pointed out as the commencement of the jejunum was always well to the right of the spine. Was not that a departure from the normal ?
Mr. HAROLD CHAPPLE said he did not propose to deal with the matter from the radiographic point of view-that he would leave to Dr. Jordan. But he would speak about the actual practice, and wished to point out that the operative findings in the abdomen were just as definite as Dr. Jordan's skiagrams had shown. He had had the privilege of being Mr. Lane's house surgeon, and had seen at least 100 of these cases; he could assure them that the condition under discussion was a very definite one and capable of the fullest demonstration. It could be diagnosed before the abdomen was opened.
If one knew the condition, one could recognize such cases at once. Dr. Jordan could show it by X-rays and bismuth, operation confirmed the diagnosis, and the condition was relieved by the operative procedures adopted. He had followed the stories of many of these cases, and in a recent number of the British Medical Journal' he had published the results of fifty of them. Those who knew the difficulty of tracing hospital patients would appreciate what that meant. As a result of this inquiry he had ample proof that the symptoms of this condition described as intestinal stasis were most definitely and certainly relieved by the treatment adopted. The adhesions to which this condition was due were found, it was stated, in practically everyone; and he believed Mr. Mollison and Dr. Cameron found at Guy's that in 100 consecutive autopsies they were present in practically all. But the point for consideration was the effect of those adhesions on the intestinal tract. For instance, doubt had been raised by some of the previous speakers as to genuineness of the presence of the ileal kink. They had seen in Dr. Jordan's series excellent skiagrams of the condition photographed after a bismuth meal, and there seemed to be no real difficulty in finding it. He could assure them that the condition could now be diagnosed from the outside; one could divide the adhesion causing the kink without interfering with the mesentery of the small intestine, and the symptoms were thus relieved. This adhesion was not part of the mesentery; one could place one's finger under it and divide it without in any way interfering with the blood supply of the bowel. A subsequent skiagram would show bismuth going through at the normal rate. It was difficult to know what further proof was necessary. The presence of a duodenal kink was the most recent development of this work, and its relation to the ileal kink was established. He had seen a case in which gastro-enterostomy was performed in dealing with it, with no marked benefit to the patient at all; but the mere division of the ileal kink freed him from his symptoms. In a paper written by C. H. Mayo, of Rochester, U.S.A., would be found a very beautiful picture of a Lane's ileal kink; which he dealt with by dividing it; but if one did only that, one was liable to get secondary obstruction. It was very difficult just to divide the adhesion and sew up the peritoneum without the risk of causing secondary obstruction. This disability had happened to two or three people, disease. She was treated by short-circuiting four weeks ago, and the change for the better in the breasts was already extraordinary, the large lumps having almost disappeared. Another case of interest was that of a woman who had a very large thyroid in which there was a marked cystic change, so large that the anesthetist raised the question of the advisability of doing anything. The woman had marked symptoms due to intestinal stasis. In about four weeks after a short-circuiting operation the thyroid was reduced to about half its former size. These changes were not myths; they were clearly evident to the eye, and any theorv that dealt with this subject had to explain them. He had seen staining of the skin so marked that it was almost black; the darkness had been increasing during the last few years, and affected various parts of the patient's skin. The patient was submitted to colectomv and now was a pink-cheeked woman, quite healthy in every way. She was sent in by her doctor as a case of acute gastric ulcer, with haematemesis, which had been going on with frequent vomiting and marked coDstipation. The stomach was examined at the operation, but there was nothing in the form of gastric ulcer. It was all very well to say that such a case was neurotic; this was an elastic term with limits becoming more defined as knowledge advanced; and when the patient complained of abdominal pain and there seemed no obvious reason for it, he would suggest examination by X-rays after a bismuth meal to see if there was any obstruction of the nature described that evening. It was always fair to look on both sides of a question, and the opponents of the operative treatment naturally urged the mortality which resulted. This had been brought down to the figure of other abdominal operations which were performed with skill; ileo-colostomy offered no more difficulties than did gastro-enterostomy. The other point which was raised was as to what happened to the patient afterwards. He had seen these patients up to as long as nine years afterwards, and in every case of which he knew there had been a rapid improvement in symptoms; the patient had gained in weight, and the skin changes and the breast condition, as well as the abdominal pain, had improved. He was quite aware there were a few cases in which the abdominal pain was still markedly present, and this was of interest because the original treatment was one of lateral junction. The ileum was divided and put laterally into the rectum; pouching of the end of the ileum resulted which caused marked abdominal pain. The treatment was to lace it up again. Endto-side anastomosis was now performed, and the most that could now be fairly urged against the operative procedure was that sometimes if there was not marked obstruction of the sigmoid there would be regurgitation of feaces and flatulence in the colon. This was a matter which would be dealt with, and the operation would be perfected. So that whether they believed the bands described to be the cause of the condition or not, he hoped they would look for them in the future. He had seen them diagnosed beforehand, and confirmed at operation, by bismuth meals and X-rays. He had seen them divided and the condition relieved. What further proof could any reasonable person require ?
Dr. IRONSIDE BRUCE said he had been much interested in Dr. Jordan's paper, and he had been glad to hear the discussion on it. He had seen appearances described by Dr. Jordan, in observing bismuth food passing through the intestine. He had also seen the so-called kinks, but he thought the subject should be thoroughly discussed as to the meaning of such observations before arriving at any conclusion. With regard to Dr. Jordan's remarks concerning the delay in the large intestine, when he (the speaker) began to make observations of the kind a patient was brought to him in whom a delay took place in the ascending colon for seventy-two hours. He stated that this case was certainly one of obstruction in the region of hepatic flexure. The abdomen was opened, but nothing abnormal was found. This case opened his eyes to the situation, and he now believed it was difficult for any person to make positive statements about such appearances, at any rate so far as the colon was concerned. If one had a powerful imagination one could deduce wonderful diagnoses, but he did not think practical conclusions could always with safety be drawn from the X-ray appearances of bismuth food in the intestine. If one remembered that there were 60 ft. of intestine confined in a very small space it was evident there must be large kinks in several places, it being a very difficult problem to decide what was pathological and what was not. Even with the aid of direct observation at operation it would be a long time before definite conclusions could be arrived at. For example, in such a viscus as the stomach, Dr. Jordan would probably say that any delay in its dealing with food was pathological-pyloric, or duodenal obstruction. He had seen delay occur in the stomach when there was no such condition present, and the case impressed him very much. The patient was a boy whom he was asked to examine, and having given him bismuth food, immediate examination showed the stomach to be normal, but he was astonished to find, at the end of the day, that the stomach was still full of food. In such a case one would be inclined to think that there must be pyloric obstruction, but there was not. The boy was very nervous at the time of the examination; he did not relish the food which was given to him, and he felt sick, though he did not say so. The result was-whether on account of the mental impression or the condition of the organ itself-that the stomach did not empty itself. There were so many such factors to be considered that one could not very well state that a diagnosis could be arrived at by radiographic examination only. A parallel case to the one just mentioned was one of Dr. Jordan's cases, a feeble, ill-nourished woman, in whom thirty-seven hours' delay occurred in the ileum. Perhaps she did not relish the food, and so the intestine or stomach refused to deal with it, the delay being due, not to a mechanical cause, such as a kink, but occurring as a symptom of the general condition. He counselled further study of the subject before coming to definite conclusions, and thanked Dr. Jordan for a most interesting paper.
Mr. THURSTAN HOLLAND said he had not intended to speak on the subject, but since Dr. Jordan interested him in his work about eighteen months ago, and showed him his radiographs, he could not help feeling that there was something in his contention. He had himself made many X-ray examinations, and for the last year he had been on the look-out for those conditions, but he was obliged to say that from his own point of view he had failed to find those kinks at the end of the duodenum or in the ileum. But because he had not found them he did not feel justified in saying that they did not exist. He thought it very likely that Mr. Lane's reputation attracted to him cases of a certain type, at least in greater number than they turned up in at other hospitals. As a result, Dr. Jordan had opportunities of seeing cases of the kind in large numbers. Perhaps he also saw cases which were not usually sent to an X-ray department. Conclusive pictures had been shown that evening proving that the conditions described did exist. And, what was more conclusive to his mind, the cases had been diagnosed by the surgeon in the first place, had subsequently been confirmed by skiagrams, which, in turn, had been verified by operation. He did not think anyone could get away from the conclusions shown by this series of events. Work such as this was very valuable, and he did not think those who did not happen to have seen similar appearances should try to undervalue the conclusions formed by those who had seen them. All would agree to give Dr. Jordan great credit for his work.
Dr. C. J. MORTON asked if Dr. Jordan showed the pictures of the duodenum with the intention of illustrating delay in the duodenum ? He had often seen delay in that organ, and had not been able to make up his mind whether in those cases the cause was duodenal ulcer or kinking. It was certainly not always due to stricture or obstruction; In one case which he had-the only one in which he recommended operation -there was no stricture present, yet the duodenum remained filled with bismuth for some time. He would be glad to hear Dr. Jordan's opinion on this point, and what experience he had had of operation in such cases. With regard to kinking of the ileum, he had seen that frequently. In examining normal people, such as students, there always seemed to be apparent kinking between the ileum and the cecum: there was always more or less of a gap, sometimes partly filled, sometimes a complete gap; and this seemed to be quite normal. His attitude on the matter was that even if there was a kink there it did not matter so long as the ascending and the transverse portions of the colon filled in the normal time. The only cases of real obstruction which he had seen presented a markedly different appearance. The ileum, in the lower coils, was enormously distended in cases of actual obstruction, even when only partial. In one case he examined the patient by X-rays twenty-four hours after the test meal was given, and the coils of the ileum were still as much dilated as they were at the first examination, six hours after the meal. He had seen several cases of real obstruction in the large intestine, and in those cases also there was a great increase in peristalsis, and a huge dilatation. He had also occasionally seen the writhing in the duodenum and about the pylorus and the pyloric portion of the stomach, as had been described. He agreed with Dr. Jordan that it was not very common, but when present it meant definite obstruction.
Dr. HARRISON ORTON thought Dr. Jordan deserved congratulation on his excellent paper. He had been extremely fortunate in being able to confirm so many of his observations by subsequent operation. Dr. Orton had examined a fairly large number of cases after giving bismuth meals, and he found that one of the chief difficulties consisted in interpreting the various shadows seen. There was no difficulty in finding the situation of the bismuth, but in the small intestine especially there was often difficulty in making out the exact spot it occupied. With regard to kinks, Dr. Jordan pointed out that in the splenic flexure a kink might be thought to be present, but if viewed sideways it was seen to form a U. If other kinks, or supposed kinks, were viewed sideways, it is possible they also might form U's, showing they were not kinks at all. He asked if Dr. Jordan as a rule diagnosed his cases after one examination only, or if, after an interval when the bismuth was cleared out, he gave another meal and examined the case again. In several cases in which he thought he had found kinks after a week or so, when all the bismuth had disappeared, he had given another meal, and no such kink could be found; in fact, the shadows varied very much compared with those at the first examination. With regard to intestinal stasis, one should remember that the habit of the bowel varied greatly in different people. That was especially noticeable to him when he was at Addenbrooke's Hospital, in the Fen country, where many people came to hospital whose bowels were opened only once a month. One lady came complaining because her bowels had been opened as often as once a fortnight. These were perfectly bealthy women, but all elderly. Although intestinal toxaemia was very important, it was well to remember such cases as these.
Referring to the remarks of Dr. Barclay, he thought much depended on how much bismuth was given with the meal. If the movement of a meal was to be obtained in the small intestine, larger quantities than were usual in bismuth meals must be given, namely, 2 oz. If 4 oz. or even 6 oz. were given-he had given the latter quantity without bad results-the condition could be better observed, as there was enough to spread out and cause a definite shadow. Our chief difficulties at present were due to the fact that the normal had been but imperfectly studied.
Dr. G. .B. BATTEN desired to refer to the subject from the standpoint of the general practitioner, who was also a radiologist. He did not see many cases of the kind described, but after listening to the discussion and seeing the beautiful pictures which Dr. Jordan showed, two points bad impressed him. One was that he had seen some cases with very decided kinks and obstruction due to malignant disease in which there was no constipation, stoppage, or stasis. One case he had recently was that of an old gentleman who was perfectly sane, and who felt he was quite full up inside. He had malignant disease behind the peritoneum, and very distinct kinking in his transverse colon and at the duodeno-jejunal junction. He got on extremely well as far as action of the bowels was concerned, although eventually he died from the carcinoma. With regard to the practical results of operation in these cases, he had seen several of these cases which had been operated upon by Mr. Lane and others, and there could be no doubt about the great improvement. But he agreed with Dr. Hertz and other speakers that the patients still remained nervous and retained some of their other symptoms. In particular he referred to two ladies who had had the short-circuiting operation done by Mr. Lane; they both improved in complexion, but their constlpation had not been cured, though they lived much happier lives.
Dr. G. E. BOWKER desired, as a provincial member, to add his word of thanks to Dr. Jordan for his paper, which he had found very instructive. The method pursued was so well known to members of the Section that the author did not consider it necessary to speak of the technique followed. He wished to know the amount of bismuth which Dr. Jordan usually gave for a test meal, and what particular salt of bismuth he preferred. He asked if he had had experience of the preparation known as "Kontrastin," sold by Messrs.
Siemens Brothers, and which was shown at the Birmingham meeting. If he had tried it, did he consider it an advantage over the ordinary bismuth salt generally used ?
Dr. HORACE MANDERS desired to call attention to a possible error due to the amount of bismuth given. Bismuth was a very heavy substance, and therefore it probably did not pass down the intestine at the same rate as did the other food. He had experimented with several foods which evidenced their presence more or less unpleasantly when they had passed through the intestines, and found that the natural food passed through severa hours before the bismuth. Did not the weight of the bismuth prevent it mixing with the other substances in the meal intimately, causing the occurrence of pockets in the food? This would depress the intestine, and cause the appearance of a stricture below the depression. He thought this was the case just before the food arrived at the ileo-caecal valve, and there was no doubt that bismuth had a difficulty in getting there. Some of it passed through the ileo-caecal valve and then there was a drop. When the peristaltic movement had sufficiently recovered itself some more went through, and there was a gap between, which gave the appearance of an obstruction. Many years ago, when he first commenced practice, it was the custom in the country to give large doses of mercury in cases of intussusception. He had seen acute intussusception recover after giving 2 or 3 lb. of mercury. He wished some of the radiographers, after they had tried the bismuth meal, would supplement their observations by giving the patient 2 or 3 lb. of mercury, to see whether this would pass through the intestines more quickly than the bismuth meal.
Dr. HENRY DUTCH desired, as another general practitioner, to add his testimony to that of others who had spoken. He had seen large doses of mercury given in Dublin for constipation. With regard to bismuth, it occurred to him that the bismuth exerted a certain therapeutic action on the peristalsis of the intestine. It was commonly given in all forms of diarrhcea, and in such large doses it possibly had a paralysing effect on the peristalsis of the intestine, and so might actually cause kinking in different places. That might account for some cases showing kinking, and others not. Dr. A. C. JORDAN, in reply, thanked members very cordially for the interest they had shown in the discussion of the paper. As the hour was late he could not reply to all questions in detail, especially as most of them had been answered in advance in the paper itself. He had nothing to say to a man who would not face facts. The conditions he had described were all illustrated by actual photographs taken by himself in cases he had himself observed. He had made mistakes at first, but with increasing experience his diagnosis had become more and more accurate. After his examinations, if there were an operation he made a point of attending, and observing the actual condition of the organs; hence there was no possibility that his interpretations were erroneous: they had been confirmed beyond dispute. With regard to the terminal coil of the ileum, he had shown them examples of all stages from the normal ileum to the most marked kinking with severe obstruction. He had explained the manner of ascertaining, by the fluorescent screen, the presence, the situation, and the degree of ileal kinking, and they would see that the accidental occurrence of a gap in the terminal coil had no part in the diagnosis, while the fact of the shadow being darker above or below a kink was of no diagnostic value. In the case of the duodenum, he had shown them examples of all stages from the normal duodenum to the duodenum exhibiting the most extreme obstruction due to kinking, in which the duodenum had been seen to be writhing in its endeavour to propel its contents into the jejunum. He had actually seen all stages confirmed at subsequent operation; he had seen the duodenum distended, congested and prominent, in some cases ulcerated. He was convinced that this intestinal work was of the greatest importance; there was much work to be done, and the more workers there were engaged upon it the better. He would be most happy to give any assistance in his power to those engaged upon X-ray diagnosis. Correct method was essential to success. Doubtless Mr.
Thurstan Holland was right in his suggestion that he (Dr. Jordan) had unusual opportunities of examining cases of intestinal stasis. Mr. Lane saw many cases of the kind, and Mr. Lane recognized cases when he saw them, which was more than could be said of many surgeons. Dr. Ironside Bruce had suggested that food might remain in the stomach for many hours if the meal were unpalatable, and had added the suggestion that delay at the end of the ileum might be occasioned similarly. He (Dr. Jordan) had shown them instances of delay in the ileum amounting to thirty-seven, fifty-seven, and eighty-five hours in different cases. If this delay were due to subjective causes, how was it that the patients, from being thin, wretched women, to whom life was a misery, had been transformed into healthy, happy, plump women, thoroughly enjoying life? This had been the result of the operation of "short-circuiting." There was no room for the exercise of the imagination. In the case of the rectum it had been suggested that the accumulation of fmeces in the rectum might cause great dilatation. Quite so, but it could not give rise to a rectum that was fully four times the normal length, and greatly dilated as well. In the particular case he had illustrated the rectal elongation and dilatation represented merely a part of the case; there was marked stasis in the ileum and also in the transverse colon, which was greatly dropped. This was the case of a girl, aged 11, with an old tuberculous hip that refused to heal, her general condition being very bad. Her health began to improve immediately after the operation of " shortcircuiting," and the tuberculous disease began to heal. One speaker mentioned the condition in which the bismuth meal reached the rectum in the normal time, and was retained there for lack of the rectal reflex; this was of no clinical importance; it was easily-dealt with by rectal injections. He was extremely gratified by the interest his paper had aroused, and he would end by repeating his invitation to his colleagues to join him in following up this most important and valuable means of diagnosis.
